ABSTRACT
INTRODUCTION
Lung herniation is the abnormal protrusion of the pleura covering the lung through the thoracic wall. It can be congenital or acquired, due to injury or surgical intervention. Herniation of an emphysematous bulla is an extremely rare type of lung herniation and very few cases have been reported in the literature (1) . Here, we report a case of herniation of left pulmonary bulla in which emphysematous bulla herniated to contralateral hemithorax across the anterior mediastinum. To the best of our knowledge, only two cases of a pulmonary bulla herniating to contralateral hemithorax are reported in the literature (2, 3) .
CASE SUMMARIES
A 55-year-old male patient presented to us complaining of shortness of breath and cough for the last 10 years which had exacerbated in the last two days. There was no history of fever, chest pain or hemoptysis. The patient was a smoker for the last 30 years. The patient was a diagnosed case of chronic obstructive pulmonary disease and was on inhaled steroid and inhaled bronchodilator for the past 5 years. His vital signs were as follows: respiratory rate: 28/min, blood pressure: 130/80 mmHg and pulse rate: 94/min. There was no pallor, cyanosis or pedal edema. On respiratory system examination, air entry had been decreased and rhonchi were present bilaterally on auscultation. Examinations of cardiovascular and gastrointestinal system were normal. Complete blood count, renal function tests and liver function tests were within normal limits. Chest x-ray (postero-anterior view) showed bilateral hyperinflated lung fields along with loss of lung markings in left upper lobe and a thin white line in right upper lobe suggestive of wall of bulla ( Figure 1 ). High resolution computed tomography of the chest revealed anterior herniation of a left pulmonary bulla from left to right side across mid line causing volume loss and compression collapse of right upper lobe with resultant shifting of upper mediastinum slightly towards the right side ( Figure 2 ). Electrocardiography revealed P pulmonale along with poor progression of R waves. Spirometry showed obstructive airway disease. The patient was put on antibiotics, hydrocortisone and aminophylline by intravenous route and nebulization of steroid and bronchodilator. But patient expired after 5 days following admission due to respiratory distress. Bullectomy surgery was planned once the patient's dyspnea settled, but the patient expired. The autopsy was not done since the consent for autopsy was not given by patient's attendants. involving more than 30% of the hemithorax causing compression of healthy adjacent lung parenchyma (14) . Resection is also indicated if bulla is infected or ruptures leading to pneumothorax (14) .
